and it certainly looked like one when removed by intralaryngeal operation. In reality, however, there was a blood-clot enveloping what looked like an unusual form of papilloma. Recurrence in precisely similar form took place, and the growth was found to be malignant. The third case was like the one shown to-day; it was situated in the anterior commissure, and looked like a fibroma, but turned out to be a simple blood-clot. The development in two of the cases was gradual, just as would be expected in an ordinary fibroma.
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IT will be remembered that in this case a tumour had been removed by Sir William Watson Cheyne from the floor of the mouth on the left side, and several enlarged cervical glands on the same side of the neck, in 1900, and that microscopic exaimination had proved the disease to be epitheliomatous. The patient remained free for nearly eight years. In October, 1908, however, huskiness and discomfort in the throat occurred, and the patient was brought to me by Dr. Daniel, on October 19, for consultation. A big, semi-transparent, rounded swelling was found occupying the region of the left arytamoid cartilage and left aryepiglottic fold, whilst externally a swelling of about the size of a tangerine orange was left behind the left sternomastoid.
On the day when the patient was brought before the Section, November 6, 1908, a spot of ulceration had made its appearance on the cesophageal aspect of the growth. In the discussion a very doubtful prognosis was given by various speakers as to the chances of a radical operation, an opinion in which Sir Williamii Watson Cheyne had already previously concurred. Nevertheless, the patient decided upon having an exploratory thyrotomny performed, the result of which was to decide whether radical operation was to be joined to the thyrotomy, or whether the attempt was to be given up. This operation was performed by Mr. Trotter, in the presence of Sir Felix Semon, on November 23, Shown at the meeting of the Section on November 6, 1908, and described in the Proceedings (Laryng. Sect.), ii, No. 2, p. 8. when it was found that the larynx itself was quite free, and that what had appeared to be an intralaryngeal tumour was in reality a growth springing from the pyriform sinus on the left side, and hanging, with some globular projections, partly into the larynx, partly into the cesophagus. The growth was removed in toto, with a zone of healthy tissue around it, and the resulting defect in the anterior lateral and pharyngeal wall was immediately stitched up. The patient made an uninterrupted recovery, but the left vocal cord is now seen to have become fixed in the cadaveric position, either owing to cicatrization near the crico-aryteenoid joint, or owing to implication of the left recurrent in scar tissue. Nevertheless, he has already regained a surprisingly good voice.
On December 22-i.e., a month after the first operation-the glands on both sides were removed by Mr. Trotter, and were found to be less diseased than had been feared. The patient again made a good recovery, and is now recuperating in Switzerland.
The case teaches the important lesson that when there is any possible doubt in such cases an exploratory operation ought certainly to be undertaken. In this case it would have been possible to avoid thyrotomy altogether and to remove the growth by pharyngotomy. Of the probable chain of events causing the belated recurrence in a very unusual situation Mr. Shattock will give an explanation in the discussion.
The laryngoscopic appearance and the actual condition were demonstrated on the epidiascope, Mr. Trotter having reconstructed the precise situation of the tumour in a dead larynx.
DISCUSSION.
Dr. PERMEWAN asked what were the exact steps in the operation. -He thought probably that the preliminary thyrotomy was an advantage. He had shown, years ago, a growth removed from the same region by subhyoid pharyngotomy, but though the growth was easily removed the patient died. He thought the proper course had certainly been adopted in this case.
Mr. TROTTER replied that the operation was begun under the idea that it would be a total laryngectomy; therefore Gluck's incision was used and a flap reflected towards the right side of the neck. An exploratory thyrotomy showed the larynx to be normal, except for cedematous mucous membrane on the left side. To the left of the upper opening of the larynx he found a large hard mass. He then made a transverse incision through the thyrohyoid membrane on the left side and found, occupying the left sinus pyriformis, a tumour the size of an egg. Most of the tumour was submucous, but it involved the mucous membrane and projected through it. The tumour shelled out readily from the surrounding loose fatty tissue, and the overlying mucous membrane was excised. It was very easy to stitch up the opening in the pharynx, and the slackness of the mucous membrane obviated any difficulty in swallowing afterwards. But when one removed tumours of any size from the oral part of the pharynx, if large portions of mucous membrane were taken away the patient often had difficulty in swallowing for a long time afterwards. With regard to tumours occupying the sinus pyriformis, it was rare to see primary growths there while they were operable. He thought the case was one of late recurrence in an aberrant lymphoid nodule, and that that was explicable because the sinus pyriformnis was the highway for the lymphatics from the back of the tongue to the cervical glands. He believed these lymphatics were infected at the time of the original growth eight years earlier.
Mr. S. G. SHATTOCK said: The two matters of pathological interest in this case resolve themselves into (a) the occurrence of a metastasis in the lymphatic tissue about the larynx, following upon a carcinoma of the floor of the mouth; and (b) the delayed appearance of the metastatic growths in connexion with the larynx and in the cervical gland. To take the "laryngeal" tumour first: From the density and general diffusion of the lymphocytic collection through the growth, and its circumscription, it must be inferred that the carcinomatous formation is a metastasis occurring in a focus of lymphatic tissue. This conclusion I arrived at from the study of sections of a small piece of the periphery of the growth covered with the mucous membrane, prepared by Mr. Trotter, whose further sections, as he has described, showed in addition the presence of lymphoid nodules embedded in the neoplasm. As to the anatomical location of lymphatic tissue in connexion with the larynx: The ventricle of Morgagni is provided with a layer of such tissue, the highest portion of which lies in the ventricular band. The disposition of this is figured from a coronal section of the parts, in a child, by Klein.' A study of the adult larynx by means of similar coronal sections carried through the middle of the ventricle shows a lymphocytic zone beneath the epithelium of the ventricle, but in relatively reduced amount, and in coronal sections made more anteriorly, through the sacculus, the latter, I find, is likewise invested with an extension of this tissue, which intervenes between the columnar ciliated epithelium and the layer of glands surrounding the recess. The actual position of the laryngeal tumour is not in accord with its origin in the lymphatic tissue of the sacculus. The sacculus lies too far forwards towards the epiglottis to come into relation with the sinus named, and is, moreover, in such close apposition with the inner surface of the ala of the thyroid cartilage that any growth arising from it, whether from its outer or its inner wall, could not but displace the soft parts inwards towards the laryngeal cavity in a way which did not clinically obtain. With the most posterior part of the ventricle it is somewhat different; a metastatic growth arising in the lymphatic tissue at this site might eventually i" Atlas of Histology," 1880, fig. 5 , plate 36, whose figure is reproduced in Quain's " Anatomy," iii, pt. iv, " Splanchnology," 1896, p. 157, 10th ed. produce a swelling in the floor of the pyriform sinus. On pushing a probe through the most posterior part of the ventricle in a somewhat upward and backward direction, its point can be made to appear beneath the mucous membrane of the floor of the sinus in question, and on cutting deeply into the lax tissue of the aryepiglottic fold (in its long axis) the probe is exposed at the bottom of the incision in such a position as to show that a growth arising in its neighbourhood might fill the fold and encroach on the sinus, as was actually the case. The relation of the parts will be best appreciated by a coronal section. If the coronal section is carried through the most posterior part of the ventricle of Morgagni, not in a perfectly vertical transverse plane, but along the track of a probe pushed from the hinder part of the ventricle upwards, A coronal section of the right half of an adult male larynx, made, after hardening, as described in the text, the posterior surface of the anterior portion of the section being that viewed. A dotted line is drawn between the ventricular band and the floor of the sinus pyriformis, through the intervening connective tissue. The muscular mass of the thyro-aryteenoid lies below the level of the sinus in the section. outwards, and slightly backwards, it will pass through the front of the sinus pyriformis. An inspection of the divided surface will show that nothing intervenes between the mucosa of the sinus and that of the ventricle except fat and connective tissue. The distance from the ventricular band to the floor of the sinus in the adult male examined was 9 mm.; the distance from the bottom of the ventricle to the same spot would, of course, be somewhat less.
The muscular tissue of the thyro-arytarnoid lies below the level of the floor of the sinus in such a section. It is therefore quite conceivable that the growth which projected from the sinus arose as a metastasis in the lymphatic tissue which normally lies beneath the mucosa of the ventricle of Morgagni and which may have been, in this case, in unusual amount and have strayed beyond its usual position. The lymphatic tissue of the ventricle takes either a diffuse form or that of definite lymph-follicles.' As an alternative to this view we must believe that the metastasis arose in a lymphatic gland or nodule of an aberrant kind beneath the mucosa of the pyriform sinus. No such gland, at least, has been described by anatomists. That the location of the lymphatic tissue was exceptional appears from the rarity of such a metastasis in connexion with carcinoma of the floor of the mouth. The transference of cells from the growth in the floor of the mouth must be taken as having occurred about the same time in the lymphatic tissue of the larynx and in the deep cervical glands. At the first operation, when the growth was excised from the floor of the mouth, lymphatic glands were also removed from the neck. One infected gland, at least, escaped removal, and in this, metastasis subsequently declared itself. That the laryngeal growth is not of independent origin appears from the fact that the investing epithelium is intact ; the growth is subepithelial. Clinically, moreover, the absence of any proper ulceration or alteration in the character of the surface of the swelling points to the same conclusion. The further conceivable possibility of the laryngeal tumour having arisen by the direct inoculation of the mucosa from debris transferred from the lesion in the mouth is also negatived by the circumstance that the tumour has not originated at the laryngeal surface, but in the deeper part of the mucosa or the submucous tissue.
The second point of interest is the delay in the appearance of the metastatic growths in connexion with the larynx and in the cervical gland. Instances of secondary growth as long, and even longer, delayed, however, have been before observed in other situations. After excision of the breast for carcinoma the metastasis in the lymphatic glands may not declare itself for six years or more, and this without any recurrence having taken place at the site of operation. One such which was observed by Mr. Bowlby is peculiarly satisfactory, in that the microscopic examinations of the primary tumour of the breast and of the diseased lymphatic glands subsequently excised were both made by himself; there was no local recurrence, and the enlargement of the axillary glands occurred seven years after the primary operation. And in a case observed a few years ago at St. Thomas's Hospital an autopsy was made upon a man who died with melanotic tumours of the liver, and in whom no primary disease was discoverable. On searching the hospital records it was found that the patient had had one eye removed by Mr. Nettleship for a melanotic growth no less than fourteen years previously. The case is recorded by Mr. J. H. Fisher and Dr. C. R. Box.2 Upon the precise classification of the melanotic growths differences of opinion were expressed. In the discussion which followed, Mr. C. D. Marshall stated that in one case in which the eye Luschka, Verson, Boldyrew, Coyne; citetd by Klein, loc. cit., p. 238. had been remioved for sarcomnatous disease he had found that the patient died with secondary growths in the liver eleven years and five months afterwards. No explanation of this inhlibition of the growth of the cells transferred to the lymphatic or other structures c-an at present be given. Yet it would seem as if the organism had ac(luired, by the growth of the parent tumour, a certain degree of immunity wvhiclh, although insufficient to put a stop to the main growth, sufficed, after removal of the latter, to hinder the growth of the few cells transferred to the more distant parts; but that this, like other forms of acquired immunity, was not permnanent, and on its passing off, the dormant cells started into activity.
Macroscopic Specimen, Microscopic Section and Microphotograph of Epithelioma of the Uvula.
By W. MILLIGAN, M.D.
THE patient, a imiale aged (62, had suffered from a "gouty " throat for two or three years. There was a doubtful history of syphilis fortyfive years previously. On exainination the uvula was found to be slightly enlarged and indurated. The posterior surface was ulcerated and bled comparatively readily upon being touched with a probe. Ulceration extended for a short distance along the posterior surface of the free mlargin of the soft palate upon the right side. No enlarged glands could be detected. A small portion was reimloved for miCl'roscopic examiiination and pronounced epitheliomatous. Under chloroform a wedge-shaped piece of soft palate with uvula attached was removed with a galvanocautery knife. Uninterrupted recovery took place, witl comparatively little effect upon the voice.
New Growth of the Epiglottis for Diagnosis.
By KNOWLES RE NSHAW, M1V.D.
THE patient was a Imiarried womlan aged 60. History: Frequent hoeiioptysis for several m-lonths. Each hameloptysis was of smnall quantity and commenced suddenly without apparent reason and terminated as suddenly.
Examination: On the posterior surface of epiglottis, about w in. from the right upper angle, was a sm-lall projection, soft to the touch, the size of a split pea, having the appearance of a papilloma. Cocaine was applied, and the small growth was remloved with a pair of StClair Thomson's postnasal forceps. The growth came away flush with the
